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CHAPTER  I 


Introduction 


GENERAL 


The  1980  Health  Services  Command  Annual  Genered  Inspection  of  Walter 
Reed  Army  Medical  Center  (WRAMC)  pointed  out  that  the  state  of  delinquent 
Inpatient  Treatment  Records  (ITR's)  was  unsatisfactory  and  required  new  manage¬ 
ment  initiatives  to  reach  acceptable  completion  levels.  Currently,  there  are  1100 
delinquent  clinical  records  at  this  institution.  ^  Preparation  of  clinical  records  is 
accomplished  through  the  unit  management  structure,  rather  than  in  the  Direc¬ 
torate  of  Patient  Administration  which  traditionally  performs  this  function. 

The  preparation  of  the  clinical  record  is  accomplished  by  the  Directorate 
of  Medical  Activities  Administration  and  forwarded  to  Patient  Administration  in 
completed  form.  Conceptually,  this  method  keeps  the  record  with  the  clinical 
specialty  area  through  discharge  of  the  patient.  An  immediate  consequence  of 
this  approach  creates  significant  fragmentation  of  the  medical  records  staff  re¬ 
sponsible  for  assembly  and  typing.  Historically,  WRAMC  is  experiencing  approxi¬ 
mately  350  inpatient  discharges  per  week.2  These  discharges  represent  new 
clinical  records  which  must  be  completed  resulting  in  a  production  demand  on  a 
system  which  is  operating  at  its  limits. 
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PROBLEM  STATEMENT 

The  problem  was  to  determine  the  optimal  means  of  expediting  the 
processing  of  Inpatient  Treatment  Records  (ITR's)  at  the  Walter  Reed  Army 
Medical  Center.  This  problem  in  its  present  form  is  systemic  and  has  become 
commonplace  due  to  the  magnitude  of  the  patient  care  operation  at  this  hospital. 


MOTIVATION  FOR  STUDY 

The  motivation  for  this  study  was  based  on  the  academic  requirements 
that  the  analyst  perform  a  problem  solving  project  in  a  real-work  environment. 
Additionally,  the  hospital's  high  ITR  delinquency  rates  provided  a  special 
opportunity  to  apply  problem  solving  techniques  to  a  meaningful  situation.  A 
historical  review  of  the  delinquency  rates^  is  depicted  as  follows: 

Month  Number  of  Records 


April  1980 

2114 

May  1980 

1901 

June  1980 

1835 

July  1980 

2098 

August  1980 

1679 

September  1980 

1978 

October  1980 

1836 

November  1980 

1464 

December  1980 

1541 

January  1981 

1650 

February  1981 

1211 

March  1981 

1135 
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The  emphasis  in  developing  a  rapid  system  for  Inpatient  Treatment 
Records  processing  ideally  tailored  for  WRAMC  was  the  immediate  requirement. 
Consistent  with  this  realization  is  the  fact  that  well  madntained  medical  records 
are  a  positive  reflection  on  the  quality  of  care  rendered  at  the  facility.^  The 
importance  of  the  records  can  not  be  overly  emphasized,  since  they  frequently 
represent  the  "bottom-line"  in  a  court  of  law  as  to  the  documented  levels  of  care 
provided.  The  recognition  of  certain  inherent  limitations  and  establishing  definite 
assumptions  were  critical  in  the  problem  resolution.  Furthermore,  the  availability 
of  material  and  personnel  dictated  to  what  degree  system  change  could  be 
implemented.  Consequently,  the  critical  parameters  which  limit  resolution  of  this 
problem  included:  (1)  maintaining  an  improved  level  of  medical  care;  and  (2) 
keeping  the  structural  configuration  of  unit  administration  intact. 

REVIEW  OF  LITERATURE 

The  prevalence  of  research  and  application  of  management  initiatives  in 
clinical  records  maintenance  eminates  from  medical  care  rendered  in  the  civilian 
sector.  The  analyst's  review  of  previous  impirical  findings  accomplished  in 
military  settings  did  not  address  the  ramifications  of  the  unit  administration 
concept  and  its  effects  on  the  processing  of  clinical  records.  Consequently,  the 
WRAMC  systems  environment  forced  the  evolution  of  this  study  into  uncharted 
areas  which  involved  drawing  inferences  and  applying  them  for  proper  fit. 


A  recent  study  accomplished  at  the  University  of  Texas  Medical 
Branch,  Galveston,  addressed  the  issues  commonly  found  affecting  the 
conpletion  of  medical  records  in  a  teaching  hospital.  The  survey  was 
targeted  at  123  hospitals  and  ejqjerienced  approximately  a  50%  response 
rate.  Ihe  two  most  striking  findings  evolving  from  the  survey  showed: 

1.  Virtually  all  respondents  reported  a  policy  in  dealing 
with  (completing)  medical  records  that  is  oriented  strongly 
toward  negative  or  punitive  measures  (that  is,  monetary  fines, 
withholding  checks,  and  so  on). 

2.  They  believe  that  physicians  lack  understanding  regarding 
the  costs  or  consequences  of  inconplete  records  and  give  record 
conpletion  a  low  priority  among  their  duties.^ 

The  inportance  of  the  medical  record  must  be  continually  stressed 
since  its  functions  in  the  practice  of  medicine  are  to: 

1.  Document  the  course  of  the  patient's  illness  and  medical 
treatment  as  an  inpatient  or  an  outpatient. 

2.  Ccnrrunicate  between  the  p'iiysician  and  other  professionals 
contributing  to  patient  care. 

3.  Provide  continuity  of  patient  care  on  subsequent  admission 
of  the  patient. 

A.  Review,  study,  and  evaluate  patient  care  by  hospital  or 
medical  staff  conmlttees . 

5.  Provide  data  for  third  parties  concerned  with  the  patient  - 
other  physicians  and  hospitals,  insurance  companies  or  prepayment 
agencies,  compensation  carriers,  attorneys,  government  agencies. 
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6.  Provide  data  to  assist  in  protecting  the  iegai  interest  of  the  patient, 

the  hospital,  and  the  medical  staff. 

7.  Provide  clinical  data  for  research,  study,  and  education.^ 

8.  Provide  documentation  of  Quality  of  Care  rendered. 

The  problems  involved  in  maintaining  acceptable  levels  for  record 
completion  rates  is  multi-faceted  and  involves  both  the  physicicui  and  the 
administrative  support.  Dr.  Don  Schneider  conducted  a  study  at  Ellis  Hospital, 
Schnenectady,  New  York,  to  evaluate  means  to  effectively  improve  record 
completion  rates.  His  observations  lead  to  the  conclusions  that  production 
standards  must  be  established  to  accurately  analyze  staffing  needs  or  to  judge 
performance  of  each  employee.^  Furthermore,  in  large  facilities  such  as  WRAMC, 
medical  records  employees  often  come  under  less  supervisory  scrutiny  than  those 
in  smaller  or  centralized  activities;  thus  formal  standards  become  a  necessity  for 
the  managerial  control  in  record  processing.  The  creation  and  filling  of  the 
position  of  Area  Records  Manager  at  WRAMC  has  been  a  positive  move  toward 
unifying  the  record  processing  procedures. 

The  Geisinger  Medical  Center*,  Danville,  Pennsylvania,  improved  its 
methods  of  records  completion  rates  by  increased  treuning  of  its  personnel.  The 
hospital  established  and  conducted  a  medical  transcriptionist  training  program. 
Additionally,  the  transcriptionists  work  in  a  central  word  processing  area  and 
transcribe  material  from  modern  dictation  equipment  coupled  with  power  typing 
machines.  This  approach  served  to  streamline  the  Geisinger's  records  processing 
operation. 
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'’^le  evolution  of  the  medical  record  has  increased  the  importance  of  the 

information  which  it  contains.^  The  period  beginning  with  approximately  1920 

marks  the  start  of  medical  records  processing  on  the  order  as  it  is  known  today 

(see  Appendix  A).  This  concern  for  a  systematized  method  of  record  preparation 

follows  the  thrust  of  establishing  rules  and  standards  for  hospital  care  and  the 

doctor's  reliance  on  the  hospital  as  a  principal  place  of  care  for  his  patients.  The 

thrust  for  standardization  was  outlined  as  follows: 

The  (standardization)  does  not  mean,  as  a  caisucd  consideration  of  the  term 
might  suggest,  that  every  hospital  must  become  standard  in  the  sense  that 
it  must  abandon  its  own  ideas  and  ideals  of  service,  and  carry  on  its  work 
according  to  any  routine  stereotyped  fashion. . .  Standardization  touches 
only  what  might  be  called  the  great  common  denominators  of  service. . . 
which  therefore  can  be  applied  by  every  hospital,  no  matter  what  type  it 
might  be,  no  matter  along  what  lines  it  is  operating,  no  matter  what  its 
organization. . .  The  basis  of  standardized  service  is  to  know  what  the 
hospital  is  doing,  and  to  record  its  work  in  such  a  way  as  to  enable  an 
appraisement  to  be  made  of  it. . .  Records,  therefore,  are  a  prime 
essential  in  any  program  of  hospital  standardization. . .  Case  records  are 
the  visible  evidence  of  what  the  hospital  is  accomplishing. . .  Not  to 
maintain  case  records  properly  is  like  running  a  factory  without  a  record 
of  the  product.'® 

Jack  E.  Horsley,  writing  in  Medical  Economics^!,  points  out  some  rather 
successful  means  of  eliminating  delinquent  medical  records.  These  suggestions 
included  providing  the  best  equipment  for  the  physicians  to  utilize  for  dictation 
and  the  most  modern  typing  machines  for  the  records  personnel.  Further,  his 
system  is  reinforced  by  suspending  privileges  or  imposing  fines  on  physicians 
charged  with  delinquent  records.  The  objective  of  discipline  is  to  impress  the 
physician  with  the  seriousness  of  delinquent  records  and  to  motivate  him  to 
improve. 
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The  authority  for  disciplinary  action  to  be  taken  against  the  individual 
physician  is  usually  delegated  by  the  governing  body  to  the  executive  committee 
of  the  medical  staff.  Disciplinary  action  for  delinquent  records  may  take  several 
forms,  such  as: 

1.  Temporary  suspension  of  admission  privileges. 

2.  Temporary  suspension  of  surgical  privileges. 

3.  Delay  in  promotion. 

4.  Delay  in  expansion  of  privileges. 

5.  Reduction  of  privileges. 

6.  Downgrading  in  staff  appointment. 

7.  Requirement  of  mandatory  consultation  in  specific  categories  not 

required  of  other  staff  members. 

8.  Requirement  of  surgical  or  obstetrical  assistance  at  operation  or 

delivery  above  general  staff  requirements. 

Measures  to  improve  physician  efforts  in  eliminating  delinquent  clinical 
records  at  WRAMC  range  from  department  chief  counselling  or  admonishment  to 
denial  of  leave  and  temporary  duty  for  training  (see  Appendix  B). 

In  the  medical  records  processing  survey  conducted  by  3.  Spence  Stephens, 
et  all 3,  virtually  all  hospital  respondents  reported  a  policy  in  dealing  with  medical 
records  that  is  oriented  strongly  toward  negative  or  punitive  measures  (that  is, 
monetary  fines,  withholding  checks,  and  so  on).  The  study  further  pointed  out 
that  no  hospital  that  was  successful  in  handling  delinquent  records  was  strongly 
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oriented  toward  positive  measures.  Moreover,  the  stronger  the  punitive  policies 
(department  fines,  budget  cuts,  individual  fines,  checks  withheld  and  so  on)  were 
found  to  be  more  successful  than  the  weaker  punitive  policies. 

In  essence,  the  literature  demonstrates  that  the  most  consistent  means  of 
reducing  the  number  of  delinquent  records  capitalizes  on: 

1.  Providing  adequate  training  to  the  medical  records  personnel. 

2.  Making  available  modern  dictation  and  typing  equipment. 

3.  Establishing  sanctions  to  motivate  the  physician  to  maintain  his 
clinical  records  in  a  current  status. 

Employing  these  methods  should  insure  the  proper  gathering  and  flow  of 
medical  information  which  constitutes  the  hub  of  health  care  as  demonstrated 
below: 


Quality  Assurance/ 
Risk  Management 


Research 
Planning  • 


Legal  ProtectionJ 

Direct  Care - 

Providers 
MD,  RN,  Dentists 
Therapists,  X-Ray 
Surg,  Psych. 
Specialists 


Patient/Client 


Major  Source 
- of  - 


Information  ■ 


Health  Agencies  Record 


r  Government 


^  Insurance 


-Indirect  Care 
Providers 
MRA,  Dieticians 
Case  Workers, 
Lab,  Business 
Housekeeping^^ 
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PROBLEM  -  SOLVING  METHODOLOGY 

The  analyst  interviewed  staff  members  in  each  of  the  opierationcd 
elements,  obtained  references  to  regulatory  guidelines,  evaluated  control 
documents,  and  researched  appropriate  external  statistical  references  for 
comparison.  The  Army  Regulations  and  the  3oint  Commission  on  Accreditation  of 
Hospitals'  standards  dictate  time  lengths  for  processing  of  clinical  records 
(Appendix  C). 

The  analyst  initially  assessed  the  problem  situation  by  reviewing  the 
medical  records  completion  delinquency  rates  and  monitored  the  inpatient 
discharge  rates.  Observations  were  conducted  in  the  record  processing  workplace 
to  geiin  an  understanding  of  the  procedures  required  to  ready  a  record  for 
physician  signature.  An  interview  guide  was  utilized  to  facilitate  the  information 
processing  procedure  (Appendix  D).  Information  gathered  demonstrated  that 
congestion  points  existed  in  the  system  which  occurred  in  the  form  of j 

1.  Delays  in  doctors  dictating  clinicai  records. 

2.  Delays  in  support  personnel  transcribing  and  preparing  clinical  records. 

3.  Delays  in  obtciining  physician  review  and  signature  on  completed 
clinical  records. 

An  analysis  of  the  above  instances  describes  congestion  in  the  system  and 
lends  itself  to  queuing  application.  Translation  of  these  factors  into  a  que 
simulation  required  applying  the  "PITS"  concepts  espoused  by  LTC  Thomas  A. 
3anke,  Ph.  D.,  in  his  text.  How  to  Manage  Practically  Anything  Systematically. 
Understanding  the  clinical  record  processing  system  meant  applying  queue 
discipline: 
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gjELJE  SYSTEM 


utilization 

-  idle  tiiTB 

-  throughput  time 


Descriptive  Elements; 

1.  Input  source  -  Physicians  discharging  patients  and  dictating  charts. 

2.  Queue  -  Assembled  clinical  records  awaiting  transcription. 

3.  Service  facility  -  Inhouse  and  outhouse  transcription  of  charts.  Assembling 
record  for  physician  review  and  signature. 

Further  investigation  of  the  problem  illustrated  that  the  queue  had 
multiple  service  channels.  The  inherent  nature  of  the  work  showed  that  it  could 
be  dispatched  to  workers  (Medical  Record  Tedinician/Typists)  based  on  the 
volume  to  achieve  uniformity  of  productivity. 

Treating  the  multi-channel  aspect  as  a  varying  parameter  of  the  quel 6 
lends  itself  to  solution  by  application  of  exponential  mathematics.  Here  the 
number  of  clinical  records  found  in  the  system  can  be  expressed  as  Aor^vand  the 
service  channels  as  c.  R.  T.  Eddison,  et  ^1^,  points  out  that  the  basic  transition 
equations  to  demonstrate  the  multiple  channel  queue  are: 


r 
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P(o,  PCo,t)(i-AAt)4-PO,^ 

(for  \<r\‘^t') 

P(n-l,UM)=P(n-l,i)(l-XAt  -dA J«**  ftor  vi>e^) 

However,  the  analyst  resorted  to  a  simplistic  queueing  approach  which  is 
shown  at  Appendix  E. 

The  problem  of  records  processing  lent  itself  well  to  application  of  the 
Program  Evaluation  and  Review  Technique  (PERT)18  since  the  process  has 
identifiable  components  leading  to  completion  of  a  prescribed  objective.  The 
organizational  uniqueness  of  WRAMC  prevented  the  application  of  an  all  inclusive 
PERT  schematic,  however,  the  model  developed  is  representative  of  the  major 
clinical  record  processing  procedures.  Yet,  utilizing  this  technique  illustrated 
that  the  following  events  are  critical  to  the  processing  and  completion  of  a  clinical 
record;  Description  of  critical  events  (PERT  schematic  Appendix  F)  - 

1.  Dictation  of  chart  narratives  by  physician. 

2.  Filing  and  assembling  chart  by  Medical  Record  Technician. 

3.  Medical  Record  Technician/Typist  verifies  contents  of  chart  and 
transcribes. 

a.  Transcription  contracted  out  during  peak  workload  periods. 

Completed  record  is  provided  to  originating  physician  for  review  and 
signature. 

a.  Records  containing  errors  are  returned  to  Medical  Record 
Technician/Typist  for  correction. 


V 
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5.  Canpleted  record  turned  over  to  PAD  for  abstractii^  and 

filing* 

The  above  activities  require  intense  management  and  prove  vital 
in  the  conpletiori  of  clinical  records.  Several  of  these  tasks  are  opgoing 
concurrently  and  a  break  in  the  task  sequencing  can  delay  the  record 
coqpletion  and  in  turn  Increase  the  delinquency  rate. 

Consequently,  the  methods  of  research  application  selected  by 
the  analyst  uere  intended  to  identify  those  aspects  of  the  present  system 
Which  have  caused  the  current  state  of  dysfunction.  Furthermore,  these 
operations  research  techniques  can  prove  valuable  in  isolating  those 
features  essential  in  generating  a  qualitatively  acceptable  alternative 
which  would  enhance  the  processing  of  clinical  records. 
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eHApISR  II 

Discussion 

HESGRIFTIOW  OF  THE  EXISTING  SYSIPi 

Walter  Reed  Army  Medical  Center  (WRAMC)  Is  a  Department  of  the 
Army  acute  care  medical /surgical  health  care  facility  located  In 
Washington,  D.C.  Ihe  hospital  Is  currently  q^eratlng  at  910  beds  In  an 
ultra-modem  pltysical  plant  occupied  during  Deceni)er  1978.  The  facility 
has  the  capability  to  handle  1280  lipatlents  and  serves  as  a  principal 
medical  referral  center  for  DA  and  DOD  with  active  programs  in  medical 
teaching  and  clinical  research. 

The  medical  center  functions  througji  a  directorate-type 
adidnistrative  staff  (Appendix  G).  The  medical  staff  has  approximately  365 
physicians  providing  patient  care.  WRAMC  represents  a  unique  management 
topology  since  it  enploys  the  unit  administration/management  concept  to 
support  its  clinical  activities. 

This  hospital  is  a  health  care  delivery  system  with  departments, 
directorates  and  services  constituting  its  subsystems.  Yet,  it  is  a 
subsystem  of  the  larger  ecosystem  of  the  DOD  health  care  delivery 
apparatus.  The  very  nature  of  a  hospital  creates  differentiation  and 
integration^  with  resulting  negative  entrophy  in  the  acconplishment  of 
its  goals  and  objectives.  Ihe  doctor-patient  encounter  coupled  with  the 
generation  of  medical  infozmatlon/xecords,  medical  audits,  and  medical 
staff  interactions  assures  dynamic  hcmeostatis  with  anticipated  positive 
outcomes  in  health  status  (^pendlx  H) . 
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The  current  system  enployed  in  the  pr^>aratiOTi  of  clinical  records 
is  taxed  in  handling  the  inpatient  volume  experienced  at  VRAMC.  Clinical 


records  are  prepared  in  a  decentralized  mode  with  a  varied  vintage  of 
office  equipment  whidi  is  not  representative  of  the  current  state-of-the- 
art  in  word/data  processing.  Ihe  existii^  system  does  not  have  the  adequate 
siprastructure  to  respond  ripidly  in  record  preparation.  All  inpatient 
treatment  floors  of  the  hospital,  excluding  floor  seven,  have  nultiple 
clinical  records  processing  sites.  Consequently,  this  S3rstem  of  records 
preptaration  forces  the  frag^nenting  of  staffing  resources  and  necessitates 
additional  supervisory  requiranents. 


Chart  completion  responsibilities: 


Record  conpletlon  sites 
4th  floor  -  5  locations 


5hh  floor  -  6  locations 

6th  floor  -  4  locations 


designations 

43,  44 
43,  44 
46 

47,  48 

48 

49 

51 

52 

53,  54,  55 
56,  57 
58,  68 

64,  65,  68,  57 

64 

65 


66 


Service/Specialty 

Obstetrics 
Neo-natal 
Thoracic  surgery 
Nephrology 
Organ  transplant 
MICU 

Pediatrics* 

Neurology 

Psychiatry  and  Neurology 

Orthropedics 

Neurosurgery 

General  iurgery 
Urology 
Ophthalmology 
Plastic  surgery 
Peripheral  vascular 
surgery 

Otolarynogology 

Dental 

Gynecology 


67 


r 
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Record  canpletion  sites  Ward  designations  Servlce/Sp^ialtv 

7th  floor  -  1  locatioi>  75  General  medicine 

Hematology/ Oncology 

Pulmonary 

Allergy 

Ggstroenterology 

*A  Pediatrics' case  requiring  other  medical  specialty  support  will  have  its 
clinical  record  transferred  to  the  new  specialty  service  for  conpletion. 

OBGANIZATIOW  OF  THE  DIRECTORAIE  OF  PATIENT  AEMINISIRAnCM  (PAD) 

The  Directorate  of  Patient  Adminlstratioi  is  structured  to  provide 

patient  managanent/adrolnlstration  services  to  st^^xnrt  the  health  care 

2 

delivery  mission  of  WRAMC.  Its  structural  configuration  is  depicted  as 
follows : 

DIRECTORATE  OF  PATIEKT  AEMINISIRAnCN 
ORGANIZATION 
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The  Patient  Administration  Directorate  (PAD)  does  not  perform  the  full 

range  of  Inpatient  Treatment  Records  preparation  functions  traditional  to  other 

AMEDD  patient  administration  activities.  Draft  WRAMC  Regulation  40-73  outline 

the  PAD'S  functions  as  they  pertain  to  ITR's  preparation  and  completion: 

The  Director  of  Patient  Administration  will  provide  for  the  review  of  the 
Inpatient  Treatment  Record  for  completeness  and  accuracy,  safeguarding 
and  storage  after  the  patient's  final  disposition.  Insure  that  the  Inpatient 
Treatment  Record  meets  the  criteria  set  forth  in  Army  Regulation  40-46 
and  Joint  Commission  on  Accreditation  of  Hospital  Standards,  and  will 
code  all  diagnoses  and  0|}eration  in  accordance  with  the  International 
Classification  of  Diseases,  9th  Edition.^ 

Consequently,  the  PAD  is  not  charged  with  the  responsibility  to  assemble 
and  transcribe  the  ITR;  but  to  verity  its  completeness,  safekeeping,  storage  and 
coding. 


ORGANIZATION  OF  THE  DIRECTORATE  OF  MEDICAL  ACTIVITIES  ADMINISTRATION  (MAAD) 
The  MAAD  provides  support  services  and  medical  administration  to  all 
health  care  and  ancillary  activities  at  WRAMC.'^  It  operates  on  the  principle  of 
unit  management/administration  mode  (Appendix  I).  These  tasks  are  accomplished 
through  an  organizational  structure  in  the  following  manner; 
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DIRECTORATE  OF  MEDICAL  ACTIVITIES  ADMINISTRATION 


The  support  functions  performed  by  MAAD  include  the  preparation  of  the 
ITR  as  outlined  in  Draft  WRAMC  Regulation  40-73: 

The  Director  of  Medical  Activities  Administration  (MAAD)  will  provide 
guidelines  for  the  planning,  organizing,  directing  and  controlling  the 
management  of  the  Inpatient  Treatment  Record,  prior  to  final 
disposition.^ 

The  MAAD  provides  the  necessary  interface  to  assure  the  record  and  its 
supporting  documents  are  maintained  on  the  ward  in  an  adequate  manner. 
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PROBLEMS  IN  THE  PRESENT  SYSTEM 

The  present  Inpatient  Treatment  Record  processing  system  for  WaJter 
Reed  lacks  the  capacity  to  respond  effectively  to  the  enormous  inpatient  load 
characteristic  of  this  medicai  treatment  facility.  Additionally,  the  coordinating 
apparatus  does  not  employ  the  necessary  flexibility  to  bring  all  the  ITR 
preparation  activities  into  a  unified  whoie.  There  are  systemic  problems  which 
hamper  prompt  completion  of  records.  These  problems  range  from  physicians 
piacing  a  low  priority  on  record  compietion  to  less  than  optimal  equipment  for  use 
by  record  processing  personnei. 

A  continuing  problem  exists  in  maintaining  the  full  staffing  of  Medical 
Record  Technicians  (MRT)  and  Medical  Record  Technician/Typists  (MRT/T). 
Excellent  efforts  have  been  initiated  by  MAAD  to  maintain  sufficient  staffing 
through  personal  recruiting  at  iocal  medical  records  personnel  schools.  One 
argument  which  is  frequentiy  voiced  concerns  the  low  compensation  provided  to 
the  MRT/T's  under  the  Office  of  Personnei  Management  classification  schedule 
when  compared  to  similar  hospitals  in  the  area.  This  situation  is  being  studied  by 
the  MAAD  and  may  develop  positive  resuits.  3ob  descriptions  for  WRAMC's  MRT 
and  MRT/T  positions  are  at  Appendix  3.  General  Schedule  entry  ratings  for  the 
MRT  and  MRT/T  are  at  the  GS-4  level. 

Inservice  training  programs  in  ciinical  records  processing  for  the  MRT  auid 
MRT/T  were  found  to  be  sporadic.  Furthermore,  initial  orientation  was  lacking 
since  new  personnel  were  often  thrust  into  vacancies  due  to  staffing  shortages. 
This  partice  has  produced  less  than  satisfactory  results  on  several  occasions.  The 
importance  of  a  well  trained  MRT  or  MRT/T  is  crucial  to  the  smooth  functioning 
of  the  ciinical  records  processing  system.  Additionally,  no  hospital-wide  program 
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exists  to  instruct  physicians  and  medical  students  prior  to  their  assignment  to  a 
treatment  area  concerning  the  correct  procedures  required  in  processing  air- 
evacuations,  patient  discharging,  or  filling  out  Inpatient  Treatment  Record  Cover 
Sheet  (ITRCS).  Attention  to  these  administrative  matters  by  the  clinical 
complement  would  aid  significantly  in  processing  the  records  satisfactorily. 

The  equipment  complement  of  the  ITR  processing  system  constitutes  a 
special  source  of  dysfunction.  Dictation  is  accomplished  through  portable 
dictaphones  on  magnetic  tape  cassettes.  This  procedure  lacks  flexibility  since  the 
physician  must  accomplish  his  dictation  in  a  prescribed  location  where  the 
dictaphones  are  securely  meiintained.  The  disadvantages  of  this  system  are  such 
that  the  physician  cannot  capitalize  on  nontreatment  periods  in  his  work  schedule 
to  accomplish  dictation  which  may  be  at  a  place  other  than  the  dictation  room  or 
even  WRAMC. 

The  absence  of  a  word  processing  system  at  WRAMC  represents  another 
major  obstacle  in  the  improvement  of  the  ITR  processing  system.  Currently,  the 
typing  of  ITR's  is  accomplished  on  a  varied  assortment  of  power  typewriters.  An 
interim  measure  such  as  obtaining  heavy  duty  power  typewriters  with  self- 
correcting  featuic.;.  would  ease  the  situation  while  word  processing  equipment  is 
awaiting  procurement.  A  recent  study  accomplished  at  St.  Joseph  Hospital, 
Milwaukee  (a  567  bed  acute  care,  short  term,  teaching  hospital)  following 
installation  of  an  electronic  word  processing  system  cited  the  following  reasons 
for  their  decision: 

1.  Ease  of  operation. 
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2.  Availability  of  staadalone  and  shared-logic  systems 
to  meet  different  response  time  needs. 

3.  Ease  of  \jpgrading  and  esq^anding  disk  capacity  to 
acconmodate  more  CRT  work  stations  and  printers. 

4.  Recover  the  cost  of  the  word  processing  equipment 
throu^  elimination  of  the  use  of  outside  transcription 
services  and  assuning  new  work  or  reducing  staff  in  less  than 
one  and  a  half  years. 

5.  Reduce  docunent  turnaround  time  (time  between  dictation 
and  final  typed  copy  ready  for  physician  re'd.ew  and  signature) 
and  reduce /control  our  backlog  of  transcription  work. 

6.  Improve  docunent  quality  (no  strikeovers,  erasures  or 
use  of  correction  fluid  or  tape,  especially  for  carbon  copies).^ 

V®AMC  utilizes  external  contract  services  to  acconplish  overflow 
transcriptions.  Nunerous  conplaints  were  voiced  by  physicians  and  records 
personnel  that  the  contract  services'  turnaround  time  was  deplorable. 
Investigation  of  this  particular  aspect  concerning  delays  was  directed  to 
the  Director,  Patient  Administration  (contracting  agent).  The  query 
revealed  that  contract  dictation  work  was  held  until  an  adequate  quantity 
was  available  to  send  out.  Further,  the  analyst  attempted  to  determine  what 
criteria  was  utilized  to  determine  when  dictation  wauld  be  contracted  out. 

No  defined  criteria  could  be  obtained.  Observations  indicated  that  con¬ 
tracting  out' was  predicated  on  whether  the  MIT/T  was  backlogged  and  this 
condition  could  vary  with  the  proficiency  of  the  MRT/T  and  the  clinical 
service  workload. 


s- 
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The  decentradization  of  record  processing  at  WRAMC  forces  fragmenting 
the  staff  creating  a  situation  which  cannot  effectiveiy  take  advantage  of  the 
economics  of  scale.  WRAMC  has  sixteen  separate  clinical  record  transcription  and 
preparation  sites.  Having  separate  MRT/T  sites  decreases  the  flexibility  in 
MAAD  to  distribute  transcription  workload  and  forces  a  greater  reliance  on 
contract  services.  The  consolidation  of  staffing  resources  is  recognized  as  an 
essential  ingredient  to  an  effective  record  processing  system.  Bernard  Benjamin 
reiterates  this  belief  when  he  states: 

. . .  the  most  economical  system  as  far  as  staffing  is 
concerned,  is  the  centralization  of  medical  secretarial 
services  perferrably  with  centralized  mechanical 
dictation  ...  .7 

The  problems  manifested  in  the  WRAMC  clinical  record  processing  system 
are  not  insurmountable,  but  their  persistence  poses  a  debilitating  effect  on 
patient  care,  teaching  and  clinical  research.  A  summarization  of  the  problems 
indicate  that  they  include: 

1.  Difficulty  in  maintaining  appropriate  staffing  levels  of  MRPs  and 
MRT/T's. 

2.  No  Medical  Treatment  Facility-wide  orientation  of  physicians  and 
medical  students  in  the  proper  procedures  of  dictation  and  preparation  of 
documents  for  the  clinical  record. 

3L  Sporadic  inservice  training  provided  to  the  MRPs  and  MRT/Ps  in 


clinical  record  preparation. 


4.  Absence  of  a  centralized  dictation  system  and  modernized  word 
processing  operation. 

5.  Absence  of  a  coordinated  program  with  interdepartmental  support  to 
attack  the  ITR  delinquency  problem. 

6.  Decentralization  of  MRT/T  operations  resulting  in  sixteen  ITR 
preparation  sites. 

The  above  six  areas  constitute  an  overview  of  the  dysfunctional  aspects  of  the 
WRAMC  ITR  processing  system. 

THE  SYSTEM  MODIFICATIONS  FOR  IMPROVEMENT 

The  systematic  approach  of  identifying  dysfunctional  areas  in  the  ITR 
processing  system  should  be  encouraged  and  documented  through  the  interaction  of 
the  MAAD,  PAD  and  the  clinical  departments.  Consequently,  in  those  functional 
areas  where  system  variations  are  detected  the  effective  assessment  of  the 
problem  will  dictate  the  appropriate  structural  modification.  This  can  include 
personnel/logistical  support  or  even  continuing  medical  education  (CME)  for  a 
medical  professional  to  modify  and  affect  change.  This  process  of  ITR  preparation 
must  be  followed  by  re-examination  to  ascertain  if  the  deviation  from  the  norm 
criteria  has  been  extinguished.  The  following  schematic  provides  a  systems 
overview  to  the  process: 
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SYSTE-AS  MOt>EL  OF  iTR's  PROCESSlMf^ 

(fIMi  dWW'  Of  Atit  Bfffcrx  IaJ  W'j  WflC£SS»»J«c 
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Races  of  discharge  depend  on 

(A)  type  of  patients 

(B)  beds  available 

(C)  MRT/T  staffing  level 
Service  times  depend  on 

(D)  rate  of  discharge 

(E)  accessibility  of  MRT/T' s  (l.e.,  time  taken  to  transport 
charts  and  assen^le  missing  clinical  docunents) 

(F)  nunber  of  dictations 
Record  processing  capacity  depend  on 

(G)  number  of  MRT's 

(H)  annual  Irpatient  load 

(I)  service  time 
Congestion  delays  depend  on 

(L)  nLii4)er  of  MRT's 

(M)  record  processing  capacity 

(N)  mean  service  time 

(O)  irregularity  of  records  arrivals 
Tum-around  times  are  the  sun  of 

(P)  delays  for  contracting  out  transcription,  records  review 
and  signature,  equipment  down-time,  and  staff  shortages 

(Q)  service  times 

SOURCE:  Patrick  Rivett,  M  Introduction  to  Operations  Research  (New 
York:  Basic  Books,  Inc.,  1968),  pp.  66-67.  Analyst  modified  author's 
model  to  describe  the  dynamics  of  the  WRAMC  clinical  record  processing 
system. 
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CRIIERIA  AND  lECHNIQUES  FCR  EVALUATICW 

Ihe  effectiveness  of  any  sjrsteni  is  evidenced  by  obtaining  the 
prescribed  results  or  outcomes.  A  measure  of  the  miiiier  of  record  com¬ 
pletions  is  the  degree  of  i^sician  compliance  and  the  level  of 
responsiveness  evidenced  by  the  processing  system.  The  issue  of  evaluating 
the  effectiveness  of  the  system  can  be  eclectic  as  demonstrated  in  the 
following  model: 


^proaches,  Techniques  and  Criteria  Used  in  the 
Measurement  and  Control  of  the  Quality  of  Care® 

Approaches 


General 


Specific 


Techniques  Criteria 


Annual  General  Hospital  Medical  Stttcture  Explicit 

Inspection  Staff  Review 

Committee 


Accreditation 


Certification 


Administrative 

Departments 

Patient  Care  Process  Implicit 

Research  Studies 

Medical  Audits  Outcome 


Patient  Satis¬ 
faction 


Malpractice 

Litigation 


The  above  matrix  demonstrates  that  evaluating  the  quality  of  care 
dq)ends  on  how  effectively  records  are  processed  and  maintained.  Therefore, 
these  appra^ches  are  the  various  methods  utilized  to  categorize  the  system 
and  the  techniques  are  the  ways  that  care  is  measured  within  the  various 
£4^>raaches. 
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Consequently,  WRAMC  can  assess  the  status  of  its  ITR  processing  efforts 
by  surveying  the  following  areas  prior  to  implementation  of  new  procedures: 

1.  Commitment  of  the  medical  staff  to  the  value  of  properly  documented 

ITR's. 

2.  Degree  of  MRT  and  MRT/T  satisfaction  to  present  operating  system. 

3.  Degree  of  interdepartmental  cooperation  in  solving  record  delinquency 

problem. 

4.  Adverse  effects  of  incomplete  ITR's  on  teaching  and  clinical  research. 

5.  Level  of  medical  malpractice  litigation. 

This  assessment  will  provide  a  referenced  baseline  for  future  appraisals  of 
the  ITR  processing  system  after  it  is  fully  implemented.  Further,  these  areas  of 
concern  can  be  assigned  numerical  values  and  standardized  to  fit  pre-established 
limits.  A  value  which  exceeds  the  norm  would  signal  immediate  attention  and 
initiate  intervention  by  the  command  group,  the  medical  staff,  and/or  the 
administrative  staff. 
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CHAPTIR  III 

SYSIIMS  DESIGN  AND  IMPEfMENIATKW 

The  cptiiain  af^jroach  to  an  effective  means  to  expedite  the 
processing  of  clinical  records  must  include  the  following  considerations: 

1.  A  conprdiensive  integration  of  the  medical  and  administrative 

elements  involved  in  record  processing. 

2.  A  comnand  indorsed  plan  with  periodic  reassessment. 

3.  An  improvement  in  the  level  of  clinical  record  completion 

rates . 

Consequently,  the  analyst  interprets  the  environment  as  requiring 
an  integration  of  adequate  staffing  and  sufficient  logistical  sipport.  The 
existing  system  at  WRAMC  is  functioning  at  less  than  the  desired  level. 
However,  the  q)timun  approach  to  a  clinical  record  processing  operation 
for  WRAMC  can  be  viewed  in  a  systems  format  (see  attached).  This  e^^oach 
fully  integrates  all  elements  involved  in  the  record  processing  operation 
along  with  command  initiatives  which  ultimately  effect  good  medical  care. 

A  detailed  listing  of  management  initiatives  which  complement  the  following 
model  is  at  A{^}endix  K. 

The  implementation  of  a  revised  clinical  records  processing  system 
will  require  addltonal  staffing  and  funding  for  equipment.  The  organizational 
climate  is  receptive  to  a  change  for  improvement  in  the  system.  Cooperative 
input  must  be  obtained  from  all  staff  elements  prior  to  and  during  implemen- 
taticxi  of  the  revised  system.  This  team  approach  will  insure  shared  interest 
and  solidification  of  its  acceptance. 
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CHAPTER  IV 

CONCLUSIONS  AND  RECOMMENDATIONS 
Conclusions 

The  Walter  Reed  Army  Medical  Center  hais  experienced  a  systemic 
problem  of  excessive  delinquency  rates  in  the  completion  of  ITR's.  Notable 
improvements  have  occurred  during  the  past  twelve  months.  However,  this 
progress  has  been  a  result  of  sheer  management  momentum  vis-a-vis  systems 
improvement.  Furthermore,  the  addition  to  the  staff  of  an  Area  Records  Manager 
is  proving  decisive  in  bringing  order  to  the  system  and  fixing  accountability  to  a 
fragmented  operation. 

Improvement  in  the  process  of  ITR  preparation  euid  completion  depends 
essentially  on  two  ingredients:  (J)  state-of-the-art  equipment  additions  and  (2) 
people-to-people  communicating.  The  magnitude  of  the  WRAMC  operation 
demands  the  latest  in  technology  represented  by  a  centralized  dictation  system 
and  modern  word  processing  equipment.  Implementation  of  the  necessary 
equipment  changes  will  result  in  improved  production  outputs. 

A  final  essential  element  toward  improvement  of  record  completion  is 
through  people-to-people  communicating  by  team  building.  It  is  difficult  to 
expect  efficient  work  from  the  record  processing  personnel  unless  relevant 
departments  and  members  of  the  medical  staff  cooperate.  When  the  relations 
between  the  various  departments  and  the  (MAAD)  is  one  of  mutual  understanding, 
efficiency  is  much  more  likely  to  follow.l  Efficiency  is  really  dependent  upon 
unity  of  purpose  obtained  by  personal  contact  and  the  frequent  discussion  of  each 
others  problems. 
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The  problems  of  records  delinquency  at  WRAMC  is  a  manageable  situation 
which  requires  an  aggressive  commitment  of  administrative  expertise  and 
resources.  Consequently,  this  commitment  to  an  improved  state  of  records 
completion  must  be  superordinate  in  scope  aind  success-oriented  by  embracing  all 
involved  departments  of  WRAMC. 

Recom  mendations 

In  order  that  Walter  Reed  Army  Medical  Center  establish  optimal  means 
of  expediting  the  processing  of  clinical  records,  it  is  recommended  that: 

1.  The  functions  of  dictation  and  transcription  be  revitalized  with  the 
installation  of  modern  telephone  access  dictation  equipment  coupled  with  state- 
of-the-art  word  processing  modules. 

2.  ITR  transcription  and  preparation  be  centralized  by  floor  to  capitalize 
on  personnel  and  equipment  economies  of  scale. 

3.  Adequate  training  programs  for  processing  iTR's  be  established  by  the 
Medical  Administration  Activities  Directorate  for  physicians,  medical  students, 
MRT's  and  MRT/Ps. 

4.  Goals  be  established  and  reaccessed  quarterly  for  record  delinquency 
reduction. 


FOOTNOTES 


13.  Spence  Stephens,  et  "Improving  Medical  Record  Completion  at  a 
University  Hospital,  Medic«U  Records  News,  51  (3une  19S0),  30. 


APPEI0)1X  A 


EVOmnCN  OF  data  entries  on  hospital  records 


1^) 
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EVOLUriCN  OF  DATA  ENTRIES  ON  HOSPITAL  RECORDS 


Circa  1900  The  patient  tells  doctor  about 

Primary  care  pro-  illness, 

vided  through 
conmunity  doctor 


Circa  1919 
Movement  to  hospital 
standards  by  the 
American  College  of 
Surgeons  with  a 
beginning  focus  on 
medical  records 


The  patient  tells  the  doctor 
about  illness  in  hospital 
setting  where  standards  are 
identified. 


Circa  1920  to  1940  The  patient  tells  the  doctor 

about  Illness.  Also  tells 
interns  and  residents.  Some 
information  from  the  doctor's 
office  records  may  be  avail¬ 
able  before  the  patient's 
entry  into  the  hospital. 


From  the  1960s  Patients  complete  preadmit- 

to  early  1960s  tance  questionnaires  for 

hospit^  when  possible. 
Patients  tell  history  and 
facts  about  their  illness  to 
nurses  and  social  service 
personnel.  Lab  and  x-ray 
work  ccnpleted  prior  to 
admission  -  potential  for 
inclusicn  in  the  record. 


The  doctor  may  write 
down  the  information  in 
a  notebook  the  physician 
carries. 

The  handwritten  paper 
record  contains: 

-  Identification  and 
sutmary  of  hospitali¬ 
zation  form 

-  History  and  physical 
exam 

-  Progress  notes 

-  Reports  of  diagnostic 
tests  such  as  x-rays 

-  Reports  of  surgery 

-  Medication  records 

-  Nurses ’  notes 

Increasing  use  of 
dictation  systems. 

Central  dictation  units 
established  in  medical 
record  departments. 

-  Increased  handwriting 
as  prxxredures  are 
established  to  secure 
complete,  adequate 
medical  records. 

-  Increased  variety  of 
medical  reports  a;^)ear  - 
lab  tests,  EKGs,  EH^s, 
anesthesia  recorfs. 


Continued  focus  on  stream¬ 
lining  and  organizing  the 
patient  records.  Use  of 
central  dictation  units 
hi^ily  developed.  More 
and  more  reports  prepared 
throu^  typing  units. 

Forms  designed  to  stan¬ 
dardize  record  organization 
and  structure  developing. 
Record  is  beooming  more  and 
more  complex.  Less  hand¬ 
writing  and  more 
transcribing. 
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Mid  to  late 
1960s 


1970s 


Establishment  of  Medicare, 
requiring  specified  reason 
for  hospitalization  and 
consents  from  patients  for 
transfer  of  records  under 
agreements  to  continue  hospital 
care  in  nursing  facilities. 
Introduction  of  conputer. 


Professional  Standards  Review 
Organization  (PSRO)  added  to 
Medicare.  Utilization  review 
for  length  of  stay  and  defined 
data  items  to  be  reported  are 
introduced. 

Coiputerization  is  well 
acc^ted  for  function  activities 
of  m^ical  record  departments: 

-  Discharge  abstract  systems 

-  Conputer  output 

-  Microfilm  for  master 
patient  index 

Conputer  printouts  alter  the 
paper  record. 


Establislment  of  methods 
to  transfer  information  - 
suimaxlze  discharge 
status  and  nursing  care 
plans .  Increasing  use 
of  preadmission  infor¬ 
mation  to  be  part  of 
patient  record.  Conputer 
printouts  appear. 

Records  continuing  to 
grow  in  complexity. 

Attenpts  made  to  compu¬ 
terize  the  information. 
Interim  records  emerge. 
Interim  is  printout  that 
serves  as  record  form 
between  paper  records 
and  fully  conputerlzed 
documents : 

-  Cunulative  lab 
reports 

-  Conputerlzed  history 

-  Con|>uter-analyzed  tests  - 
EKG,  EEC 

Systems  established  that 
maintain  the  record  on 
conputer  -  El  Camino 
Hospital,  Mountain  View, 

CA.  Doctors  and  nurses 
form  and  construct  the 
medical  record  througji 
TV-like  terminals  on  the 
nuriing  station. 


Problem-oriented  records 
evolve.  Model  established 
at  PRCMIS  lab.  Patient 
record  on  conputer  keyed 
to  problem  nurber  and 
title  -  brings  more  struc¬ 
ture.  Data  entries  are 
constructed  from  words 
and  phrases  displayed  on 
CRT  screen.  Physician 
users  can  gain  access  to 
particular  groips  of  data 
entries  as  need^. 

SOURCE:  Gretbhen  F.  Mn^by  and  Kathleen  A.  Waters,  Medical  Records  in  Health 

Information,  (Germantown,  Md.:  Aspen  Systems  Corp.,  1979),  pp  62-64. 
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DISPOSITION 

FORM  07 

1  ikU  •••  AA  3S*1S»  T  TAOCSIa  I 

MFEMNCt  0*  OFFICt  SVMIOL 

SUUCCT 

HSWP^ 

Coordlnatins  Leave  with  Delinauent  Charts 

TO  All  Staff,  Interns  &  FROM  c.  Dept  of  Medicine  DATE  23  Jan  81 


Residents 
Dept  of  Medicine 

1.  As  a  result  of  an  excessive  number  of  delinquent  charts,  I  am  forced  to  take  actio  i 
which  I  hope  will  lower  the  number  of  charts  delinqvient  for  not  being  dictatec,  for 
signature  and  review. 

2.  Effective  immediately  all  those  planning  to  take  leave,  pass  or  TDY  will  be 
approved  only  if  you  have  no  delinquent  charts  in  any  of  the  three  above  mentioned 
areas . 

3.  Service  secretaries  will  annotate  in  the  remarks  section  of  the  DA  Form  31  the 
following  format. 


Delinquent  Charts:  Dictation  # _ 

Signature  # _ 

Review  # _ 

Approved;  _ DANIEL  B.  KIMBALL,  JR.,  COL,  MC 

Chief,  Department  of  Medicine 

The  administrative  staff  in  my  office  will  fill  in  the  number. 

4.  I  can  not  stress  enough  the  importance  of  clearing  away  delinquent  charts.  1 
feel  that  controlling  the  leave  and  TDY  approvals  will  eliminate  the  need  to  take  a 
more  drastic  measure. 


DANIEL  B.  KIMBALL,  JR. ,  MD  | 
COL,  MC  i 
Chief,  Department  of  Medicine  i 
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CNSPcmiTiaM 

F«  •••  «( ibl*  iMiiv  M*  All  dm  ***ai 

KMtM  3e 

mmt  to  TAAOM. 

aircRiNCe  or  ornci  stmrol 

WUICT 

HSWP-M 

Leave  Policy 

TO  All  Departmental 

Military  Personnel 

FROM  Chief,  Dept  of  Med 

13  Mar  81 

CMT  1 

1.  Reference  a.  WRAMC  Regulation  310-9 

b.  DF,  HSWS-T,  Chief  of  Staff,  11  Feb  81,  subject;  Request  and 
Authority  for  Leave  (DA  Form  31) 

2.  This  policy  applies  to  all  military  personnel  officer  and  enlisted  assigned  to 
Department  of  Medicine,  A  Company  WRAMC,  and  to  all  categorical  medicine  Interns  In 
Student  Company,  WRAMC. 


3.  Leave  forms,  DA  Form  31  will  be  initiated  by  the  duty  section  so  as  to  arrive  at 
the  company  no  latter  than  two  (2)  weeks  prior  to  starting  date  of  the  leave.  All 
leaves  will  be  processed  thru  the  Office  of  the  Chief  before  sending  to  the  company. 


4.  All  leaves  will  be  logged  In  and  approved  by  Chief  Dept  of  Medicine.  For  all 
physicians,  leaves  will  not  be  approved  if  he  or  she  has  any  delinquent  charts  for 
dictation, signature  or  review. 


5.  Emergency  leave  as  always  will  be  processed  immediately  and  will  be  hand  carried 
to  the  company  by  duty  section  personnel  after  approval  from  the  Chief. 


6.  Individuals  who  decide  for  some  reason  to  cancel  their  approved  leave  must  contact 
Leave  Control,  576-3511,  no  later  than  the  day  leave  was  scheduled  to  commence. 


7.  All  personnel  must  sign-in  and  out  by  calling  Leave  Control,  576-3511,  24  hours 
a  day. 


8.  Request  that  all  services  use  the  attached  format  for  preparation  of  DA  Form  31. 


9.  This 
which  do 


policy  will  be  enforced.  Effective  27  March  81,  no  leaves  will  be  approved 
not  meet  the  2  weeks  advance  notice. 


DANIEL  B.  KIMBALL,  JR.,  MD 
COL,  MC 

Chief,  Department  of  Medicine 


i)A  2496 


6.  TIME  FRAME  FOR  COMPLETION  OF  THE  INPATIENT  TREATMENT 
RECORDS 

a.  Inpatient  Treatment  Records  with  all  disgnoses  and  procedures 
recorded  on  the  ITRCS.  discharge  summary  overprint  or  discharge  note  wili 
be  delivered  (unit  administrator)  to  Patient  Administration  (ITR 
Management)  within  seven  (7)  days  alter  the  patient  has  been  discharged; 
ten  (10)  days  in  death  cases.  ITR's  will  be  turned  in  routinely,  under  the 
cover  of  the  DA  Form  2496  (overprint)  "Clinical  Chart  Turn-in  Sheet". 

b.  Patient  Administration  (Coding  and  Analysis)  will  extract  all 
needed  information  for  reports  to  USAHSC  and  will  return  the  records 
(under  cover  of  the  overprint  DA  Form  2496)  to  the  appropriate  Medical 
Records  Technician,  Typist  (MRT/T)  for  completion  of  narrative 
summary /operation  report,  final  review  and  processing  within  seven  (7) 
days. 

c.  After  the  ITR  has  been  completed  and  reviewed,  the  record  will  be 
returned  to  Patient  Administration  (ITR  Management)  for  permanent  filing. 
The  Inpatient  Treatment  Record  will  be  completed  and  in  the  permanent 
files  not  later  than  30  days  post  disposition,  hpatient  Treatment  Records 
will  be  considered  delinquent  if  the  record  has  not  been  turned  in  to 
Patient  Administration  after  30  days  post  disposition. 

d.  Patient  Administration  (ITR  Management)  wili  twice  monthly 


s , 


prepare  a  ITR  Control  Delinquency  Roster.  Copies  of  the  delinquent  roster 
will  be  furnished  the  Commander,  the  Deputy  Commander,  Chiefs  of 
appropriate  departments/ser vices  and  Director  Medical  Activities 
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Adninlstration.  Each  department,  service,  or  directorate  will  establish 
and  enforce  time  franes  to  insixre  timely  ccnpletion  of  the  IIR  to  include 
the  following  time  franes: 


1-7 

days  Post  Discharge 

m  to  PAD  from  ^«T/T 

8-14 

days  Post  Discharge 

m  from  PAD  to  MRT/T 

15-30 

days  Post  Discharge 

IIR  to  PAD  from  MRT/T 
for  permanent  filing 

e.  Each  department,  service  and  directorate  time  frame  established 
becones  a  milestone  which,  if  not  met,  must  trigger  notification  to  the 
proper  official  who  will  take  action  to  eaqsediate  continued  processing. 
Associate  Administrators  axe  best  suited  to  monitor  tliese  milestones  throu^ 
the  use  of  a  record  tracking  system.  When  dictations  (or  abbreviated 
records)  or  Inpatient  Treatment  Record  approvals  and  signatures  are  not 
completed  within  the  established  departmental  time  frames,  the  Associate 
Administrator  will  notify  (preferrably  in  writing)  the  department /service 
chief  or  the  designated  representative,  who  will  be  responsible  to  take 

the  necessary  action  required  for  continued  processing. 

f .  The  completed  DA  Form  2496  (overprint)  "Clinical  Chart  Tum-In 
Sheet"  will  be  retained  on  file  by  the  Associate  Administrator  for  four  (4) 
weeks  as  an  audit  trail  prior  to  their  disposition. 


(^fnission 

on  Accreditation 
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Medical  Record 
Services 


The  hospital  shall  maintain  medical  records  that  arc  documented 
accurately  and  in  a  timely  manner,  that  are  readily  accessible,  and 
that  permit  prompt  retrieval  of  information,  including  statistical 
data. 


An  adequate  medical  record  shall  be  niainlaiued  for  every  individ¬ 
ual  who  is  evaluated  or  treated  as  an  inpatient,  ambulatory  care 
patient,  or  emergency  patient,  or  who  receives  patient  services  in 
a  hospital-administered  home  care  program. 

The  purposes  of  the  medical  record  are: 

•  to  serve  as  a  basis  for  planning  patient  care  and  for  continuity  in  tlie 
evaluation  of  the  patient's  condition  and  treatment; 

•  to  furnish  documentary  evidence  of  the  course  of  the  patient’s  medical 
evaluation,  treatment,  and  change  in  condition  during  the  hospital  stay, 
during  an  ambulatory  care  or  emergency  visit  to  the  hospital,  or  while 
being  followed  in  a  hospital-administered  home  care  program; 

•  to  document  communication  between  the  responsible  practitioner  and 
any  other  health  professional  contributing  to  the  patient’s  care; 

•  to  assist  in  protecting  the  legal  interest  of  the  patient,  the  hospital, 
and  the  responsible  practitioner;  and 

•  to  provide  data  for  use  in  continuing  education  and  in  research. 

All  significant  clinical  information  pertaining  to  a  patient  shall  be  incor¬ 
porated  in  the  patient’s  medical  record.  The  record  content  should  be  suf¬ 
ficiently  detailed  and  organized  to  enable: 

•  the  responsible  practitioner  to  provide  effective  continuing  care  to  the 


Principle 


Standard  I 


INTERPRETATION 

10 


15 


20 


84  acckeditation  manual  for  hospitals,  1981 
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patient,  to  determine  later  what  the  patient’s  condition  was  at  a  specific 
time,  and  to  review  the  diagnostic  and  therapeutic  procedures  per¬ 
formed  and  the  patient’s  response  to  treatment; 

•  a  consultant  to  render  an  opinion  after  an  examination  of  the  patient 

5  and  a  review  of  the  medical  record; 

•  another  practitioner  to  assume  the  care  of  the  patient  at  any  time;  and 

•  pertinent  information  required  for  utilization  review  and  quality  as¬ 
sessment  activities  to  be  retrieved. 

To  assure  that  the  maximum  possible  information  about  any  particular  pa- 
10  tient  is  available  to  the  professional  staff  providing  care,  the  unit  record 
system  should  be  used.  When  it  is  not  feasible  to  combine  all  inpatient, 
ambulatory  care,  and  emergency  records  of  an  individual  patient  into  a 
single  unit  record,  a  system  should  be  established  to  assemble  routinely  all 
divergently  located  record  components  when  any  patient  is  admitted  to  the 
15  hospital  or  appears  for  a  prescheduled  ambulatory  care  appointment;  or 
there  should  be  a  system  that  requires  placing  in  the  ambulatory  care  or 
combined  ambulatory  care/emergency  record  file,  copies  of  pertinent  por¬ 
tions  of  each  inpatient  medical  record,  such  as  the  discharge  resume,  the 
operative  note,  and  the  pathology  report.  Pertinent  medical  information  ob- 
20  tained  on  request  from  outside  sources  should  be  filed  with,  but  not  necessarily 
as  a  part  of,  the  patient’s  medical  record.  Such  information  shall  be  available 
to  professional  staff  concerned  with  the  care  and  treatment  of  the  patient. 

In  the  interest  of  facilitating  the  use  of  the  medical  record  by  all  those 
authorized  to  review  or  make  entries  in  it,  as  well  as  facilitating  the  re- 
25  Irieval  of  information  for  administrative,  statistical,  and  quality  assessment 
activities,  it  is  recommended  that  there  be  a  standardized  format  developed 
for  hospitalwide  use.  This  format  should  be  approved  by  the  medical  staff 
through  its  designated  mechanism.  This  does  not  preclude  any  innovations 
for  improvements  in  the  medical  record  that  will  simplify  the  timely  re- 
30  cording,  review,  or  retrieval  of  information  while  not  sacrificing  the  re¬ 
quired  content. 

Refer  also  to  the  Quality  Assurance  section  of  this  Manual. 

Standard  II  The  medical  record  shall  contain  sufficient  information  to  identify 
the  patient,  to  support  the  diagnosis,  to  justify  the  treatment,  and 
to  document  the  results  accurately. 

INTERPRETATION  While  the  format  and  forms  in  use  in  the  medical  record  will  vary,  all 
medical  records  shall  contain  the  following: 

•  Identification  data;  when  not  obtainable,  the  reason  shall  be  entered 
in  the  record. 

40  •  The  medical  history  of  the  patient 

•  The  report  of  a  relevant  physical  examination. 

•  Diagnostic  and  therapeutic  orders. 

•  Evidence  of  appropriate  informed  consent;  when  consent  is  not  ob¬ 
tainable,  the  reason  shall  be  entered  in  the  record. 

45  •  Clinical  observations,  including  results  of  therapy. 

•  Reports  of  procedures,  tests,  and  the  results. 

•  Conclusions  at  termination  of  hospitalization  or  evaluation/treatment. 
Inpatient  medical  records  shall  include  at  least  the  following; 

•  Identification  data.  These  data  should  include  the  patient’s  name,  ad- 
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dress,  date  of  birth,  and  next  of  kin.  There  should  also  he  a  nuinhcr 
that  identifies  the  patient  and  the  patient’s  medical  record (s). 

•  The  medical  history  of  the  patient.  This  should  include  the  chief 
complaint;  details  of  the  present  illness;  relevant  past,  social,  and 
family  histories;  and  inventory  by  body  systems.  Whenever  possible,  5 
the  medical  history  should  be  obtained  from  the  patient.  Opinions  of 
the  interviewer  should  not  ordinarily  be  recorded  in  the  body  of  tb(? 
history.  If  a  complete  history  has  been  obtained  within  a  week  prior 

to  admission,  such  as  in  the  physician  staff  member's  office,  a  durable 
legible  copy  of  this  report  may  he  used  in  the  patient’s  hospital  medical  10 
record,  provided  there  has  been  no  subsequent  change  or  the  changes 
have  been  recorded  at  the  time  of  admission.  Obstetrical  records 
should  include  ail  prenatal  information.  A  durable,  legible  original 
or  reproduction  of  the  office  or  clinic  prenatal  record  is  acceptable. 

•  The  report  of  the  physical  examination.  This  report  shall  reflect  a  IS 
comprehensive  current  physical  asses.sment.  If  a  complete  physical 
examination  has  been  performed  within  a  week  prior  to  admission, 
such  as  in  the  physician  staff  member’s  office,  a  durable,  legible  copy 

of  this  report  may  be  used  in  the  patient's  hospital  medical  record, 
provided  there  has  been  no  change  subsequent  to  the  original  examina-  20 
tion  or  the  changes  have  been  recorded  at  the  time  of  admission.  The 
recorded  physical  examination  must  be  authenticated  by  a  physician 
member  of  the  medical  staff.  When  a  patient  is  readmitted  within  .30 
days  for  the  same  or  a  related  problem,  an  interval  history  and  phys¬ 
ical  examination  reflecting  any  subsequent  changes  may  be  used  in  25 
the  medical  record,  provided  the  original  information  is  readily  avail¬ 
able,  such  as  in  a  unit  record,  Tlic  medical  record  shall  document  a 
current,  thorough  physical  examination  prior  to  the  performance  of 
surgery. 

•  Diagnostic  and  therapeutic  orders.  These  orders  shall  include  those  30 
written  by  medical  staff  members,  by  physicians  and  dcnlisl^  in 
training  status,  and  by  other  practitioners  within  the  authority  of  their 
clinical  privileges.  Verbal  orders  of  authorized  practitioners  shall  be 
accepted  and  transcribed  by  qualified  personnel  who  shall  be  idcnlified 

by  title  or  category  in  the  medical  staff  rules  and  regulations.  The  35 
medical  staff  should  define  any  category  of  diagno.stic  or  therapeutic 
verbal  orders  associated  with  any  potential  hazard  to  the  patient,  which 
orders  shall  be  authenticated  by  the  responsible  practitioner  williin 
24  hours. 

•  Evidence  of  appropriate  informed  consent.  The  medical  record  shall  40 
contain  evidence  of  the  patient’s  informed  consent  for  any  procedure 

or  treatment  for  which  it  is  appropriate.  This  information  should  in¬ 
clude  the  identity  of  the  patient,  the  date,  the  procedure  or  treatment 
to  be  rendered  (in  layman  terminology  when  possible),  the  luunc(s) 
of  the  individualfs)  who  will  perform  the  procedure  or  administer  the  45 
treatment,  the  authorization  for  any  required  anesthesia,  an  indication 
that  alternate  means  of  therapy  and  the  possibility  of  risks  or  com¬ 
plications  have  been  explained  to  the  patient,  and  the  authorization  for 
disposition  of  any  tissue  or  body  parts  as  indicate<i.  The  signature  of 
the  patient  or  other  individual  empowered  to  give  consent  shoidd  Ik*  50 
witnessed.  The  practitioner  with  clinical  privileges  who  informs  the 
patient  and  obtains  the  consent  should  be  identified  in  the  medical  rec- 
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ord.  A  hospital  policy  and  procedure,  consistent  with  legal  require¬ 
ments,  shall  be  developed  to  apply  in  certain  procedures,  such  as  ster¬ 
ilization  or  abortion,  or  in  situations  when  appropriate  informed  consent 
cannot  be  given,  such  as  in  the  case  of  a  patient  who  is  unconscious  or 
5  an  unaccompanied  iineinancipated  minor.  The  need  for  documentation 

of  special  aspects  of  consent,  such  as  for  patient  photographs,  or  for  ob¬ 
servation  of  a  surgical  procedure  or  for  other  educational  purposes, 
shall  be  determined  by  the  individual  hospital  and  shall  be  consistent 
witli  any  legal  requirements. 

10  •  Clinical  observations. 

•  Progress  notes  made  by  the  medical  staff  should  give  a  pertinent 
chronological  report  of  the  patient’s  course  in  the  hospital  and 
should  reflect  any  change  in  condition  and  the  results  of  treatment. 
Pertinent  progress  notes  should  also  be  made  by  others  so  authorized 

15  by  the  medical  staff,  such  as  house  staff  members,  individuals  who 

have  been  granted  clinical  privileges,  and  specified  professional 
personnel. 

•  Each  consultation  report  should  contain  a  written  opinion  by  the 
consultant  that  reflects,  when  appropriate,  an  actual  examination  of 

20  the  patient  and  the  patient’s  medical  record (s). 

•  Nursing  notes  and  entries  by  specified  professional  personnel  should 
contain  pertinent,  meaningful  observations  and  information.  When 
oxygen  is  prescribed  for  newborn  infants,  its  use  should  be  recorded 
at  least  as  an  oxygen  concentration  percentage  and  at  regular  de- 

25  fined  intervals,  in  accordance  with  a  written  policy  of  the  newborn 

nursery.  When  there  is  a  postanesthesia  care  unit,  the  medical 
record  information  should  include  the  patient’s  level  of  conscious¬ 
ness  on  entering  and  leaving  the  unit;  the  vital  signs;  and,  when 
such  are  in  use,  the  status  of  infusions,  surgical  dressings,  tubes, 

30  catheters,  and  drains.  Similar  information  should  be  recorded  in  the 

medical  records  of  |>atients  whose  poslanesthesia  recovery  is  accom¬ 
plished  in  other  than  a  special  care  unit. 

•  Opinions  requiring  medical  judgment  should  be  written  or  authen¬ 
ticated  only  by  medical  staff  members,  hou.se  staff  members,  and 

35  other  individuals  who  have  been  granted  clinical  privileges. 

•  Reports  of  procedures,  tests,  and  the  results.  All  diagnostic  and  ther¬ 
apeutic  procedures  should  l»e  recorded  and  authenticated  in  the  medi¬ 
cal  record.  This  may  also  include  any  reports  from  facilities  outside 
of  the  hospital,  in  which  case  the  source  facility  shall  be  identified  on 

40  the  report. 

•  The  responsible  practitioner  should  record  and  authenticate  a  pre¬ 
operative  diagnosis  prior  to  surgery. 

•  Operative  reports  should  be  dictated  or  written  in  the  medical  record 
immediately  after  surgery  and  should  contain  a  description  of  the 

45  findings,  the  technical  procedures  used,  the  specimens  removed,  the 

postoperative  diagnosis,  and  the  name  of  the  primary  surgeon  and 
any  assistants.  The  completed  operative  report  should  be  authen¬ 
ticated  by  the  surgeon  and  filed  in  the  medical  record  as  soon  as 
possible  after  surgery.  When  there  is  a  transcription  and/or  filing 

50  delay,  a  comprehensive  operative  progress  note  should  be  entered  in 

the  medical  record  immediately  after  surgery  in  order  to  provide 
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pertinent  information  for  use  by  any  practitioner  who  is  required  to 
attend  the  patient. 

*  Reports  of  pathology  and  clinical  laboratory  examinations,  radiol¬ 
ogy  and  nuclear  medicine  examinations  or  treatment,  anesthesia 
records,  and  any  other  diagnostic  or  therapeutic  procedures  should  s 
be  completed  promptly  and  filed  in  the  record,  within  24  hours  of 
completion  if  possible. 

*  When  an  organ  is  obtained  from  a  live  donor  for  transplantation  pur¬ 
poses,  the  medical  records  of  the  donor  and  recipient  should  fulfill 

the  requirements  for  any  surgical  inpatient  medical  record.  When  lO 
the  donor  organ  is  obtained  from  a  brain-wave-death  patient  (where 
legally  permissible),  the  medical  record  of  the  donor  shall  include 
the  date  and  time  of  brain-wave  death,  documentation  by  and  iden¬ 
tification  of  the  physician  who  determined  the  death,  the  method  of 
transfer  and  machine  maintenance  of  the  patient  for  organ  donation,  is 
as  well  as  an  operative  report.  When  a  cadaver  organ  is  removed 
for  purposes  of  donation,  there  should  he  an  autopsy  report  that 
includes  a  description  of  the  technique  used  to  remove  and  prepare 
or  preserve  the  donated  organ.  Reference  should  he  made  to  pertinent 
state  anatomical  gift  legislation  for  other  medical  record  require-  20 
ments. 

Ginclusions  at  termination  of  hospitalization.  These  should  include 
the  provisional  diagnosis  or  reason(s)  for  admission,  the  principal 
and  additional  or  associated  diagnoses,  the  clinical  resume  or  final 
progress  note,  and,  when  appropriate,  the  necropsy  report.  2S 

*  All  relevant  diagnoses  established  by  the  time  of  discharge,  as  well 
as  all  operative  procedures  performed,  should  he  recorded,  using 
acceptable  disease  and  operative  terminology  that  includes  topog¬ 
raphy  and  etiology  as  appropriate. 

*  The  clinical  resume  should  concisely  recapitulate  the  reason  for  30 
hospitalization;  the  significant  findings;  the  procedures  performed 
and  treatment  rendered;  the  condition  of  the  patient  on  discharge; 
and  any  specific  instructions  given  to  the  patient  and/or  family,  as 
pertinent.  Consideration  should  be  given  to  instructions  relating  to 
physical  activity,  medication,  diet,  and  follow-up  rare.  The  condi-  .15 
lion  of  the  patient  on  discharge  .should  be  .stated  in  terms  that  per¬ 
mit  a  specific  measurable  comparison  with  the  condition  on  admis¬ 
sion,  avoiding  the  use  of  vague  relative  Icnniiiology,  such  as  “im¬ 
proved.”  When  preprinted  instructions  are  given  to  the  patient  or 
family,  the  record  should  so  indicate  and  a  sample  of  the  inslruc-  » 
tion  sheet  in  use  at  the  time  should  be  on  file  in  the  medical  record 
department.  If  authorized  in  writing  by  the  patient  or  his  legally 
qualified  representative,  a  copy  of  the  clinical  resume  should  be  sent 

to  any  known  medical  practitioner  and/or  medical  facility  respon¬ 
sible  for  the  subsequent  medical  care  of  the  patient.  45 

*  A  final  progress  note  may  be  substituted  for  the  resume  in  the  case 
of  patients  with  problems  of  a  minor  nature  who  require  less  than 
a  4^hour  period  of  hospitalization,  and  in  the  ease  of  normal  new¬ 
born  infants  and  uncomplicated  obstetrical  deliveries.  The  final 
progress  note  should  include  any  instructions  given  to  the  patient  50 
and/or  family. 
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•  In  the  event  of  death,  a  summation  statement  should  be  added  to  the 
record  either  as  a  final  progress  note  or  as  a  separate  resume.  This 
final  note  should  indicate  the  reason  for  admission,  the  findings  and 
course  in  the  hospital,  and  the  events  leading  to  death. 

•  When  a  necropsy  is  performed,  provisional  anatomic  diagnoses 
should  be  recorded  in  the  medical  record  within  three  days,  and  the 
complete  protocol  should  be  made  part  of  the  record  within  90  days. 

Reference  to  other  medical  record  requirements  is  made  in  the  following 
sections  of  this  Manual:  Anesthesia  Services,  Dietetic  Services,  Emergency 
Services,  Home  Care  Services,  Hospital-Sponsored  Ambulatory  Care  Ser¬ 
vices,  Infection  Control,  Medical  Staff,  Nuclear  Medicine  Services,  Nursing 
Services,  Pathology  and  Medical  Laboratory  Services,  Pharmaceutical  Ser¬ 
vices,  Radiology  Services,  Rehabilitation  Programs/Services,  Respiratory 
Care  Services,  Social  Work  Services,  and  Special  Care  Units. 


Medical  records  shall  be  eonfidcnlial,  secure,  current,  authenticated, 
legible,  and  complete. 

The  medical  record  is  the  property  of  the.  hospital  and  is  maintained  for 
the  benefit  of  the  patient,  the  medical  staff,  and  the  hospital.  It  is  the  hospi¬ 
tal's  responsibility  to  safeguard  both  tlie  record  and  its  informational  con¬ 
tent  against  loss,  defacement,  and  tampering,  and  from  use  by  unauthorized 
individuals.  Particular  emphasis  should  be  given  to  protection  from  damage 
by  fire  or  water. 

Written  consent  of  the  patient  or  his  legally  qualified  representative  is 
required  for  release  of  medical  information  to  persons  not  otherwise  au¬ 
thorized  to  receive  this  information.  This  shall  not  be  construed  to  require 
written  consent  for  use  of  the  medical  record  for  automated  data  processing 
of  designated  information;  for  use  in  activities  concerned  with  the  assess¬ 
ment  of  the  quality  and  appropriateness  of  patient  care;  for  departmental 
review  of  work  performance;  for  official  surveys  for  hospital  compliance 
with  accreditation,  regulatory,  and  licensing  standards;  or  for  educational 
purposes  and  research  programs.  There  should  be  a  written  hospital  and 
medical  staff  policy  that  medical  records  may  be  removed  from  the  hospi¬ 
tal’s  jurisdiction  and  safekeeping  only  in  accordance  with  a  court  order, 
subpoena,  or  statute.  Any  other  restrictions  on  record  removal  shall  be  in 
addition  to  this  basic  requirement. 

When  certain  portions  of  the  medical  record  are  so  confidential  that  ex¬ 
traordinary  means  are  considered  necessary  to  preserve  their  privacy,  such 
as  in  the  treatment  of  some  psychiatric  disorders,  these  portions  may  be 
stored  separately,  provided  the  complete  record  is  readily  available  when 
required  for  current  medical  care  or  follow-up,  for  review  functions,  or  for 
use  in  quality  assessment  activities.  The  medical  record  should  indicate  that 
a  portion  has  been  filed  elsewhere,  in  order  to  alert  authorized  reviewing 
personnel  of  its  existence. 

The  quality  of  the  medical  record  depends  in  part  on  the  timeliness, 
meaningfulness,  authentication,  and  legibility  of  the  informational  content. 
Entries  in  medical  records  may  be  made  only  by  individuals  given  this 
right  as  specified  in  hospital  and  medical  staff  policies.  All  entries  in  the 
record  must  be  dated  and  authenticated,  and  a  method  must  be  established 
to  identify  the  authors  of  entries.  Such  identification  may  include  written 
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signatures,  initials,  or  computer  key.  When  rubber  stamp  signatures  are 
authorized,  the  individual  whose  signature  the  stamp  represents  shall  place 
in  the  administrative  offices  of  the  hospital  a  signed  slalemenl  to  the  effect 
that  he  is  the  only  one  who  has  the  stamp  and  is  the  only  one  who  will  use  it. 
There  shall  be  no  delegation  of  the  use  of  such  stamps  to  another  individ-  5 
ual.  The  parts  of  the  medical  record  that  are  the  responsibility  of  the  medi¬ 
cal  practitioner  shall  be  authenticated  hy  him.  For  example,  when  specified 
professional  personnel  have  been  approved  for  such  duties  as  taking  medi¬ 
cal  histories  and  documenting  some  aspects  of  a  physical  examinalion, 
such  information  shall  be  appropriately  authenticated  by  the  responsible  to 
physician  or  dentist.  The  responsible  medical  staff  member’s  own  pertinent 
observations  and  significant  physical  findings  should  be  added  whenever 
necessary,  or  he  may  record  his  own  history  and  physical  examination  of 
the  patient.  When  members  of  the  house  staff  and  other  specified  profes¬ 
sional  personnel  are  involved  in  patient  care,  sufficient  evidence  should  be  is 
documented  in  the  medical  record  to  substantiate  the  active  participation  in, 
and  supervision  of,  the  patient’s  care  by  the  responsible  attending  physician 
or  dentist.  Any  entries  in  the  medical  record  by  house  staff  or  other  speci¬ 
fied  professional  personnel  that  require  countersigning  by  supervisory  or 
attending  medical  staff  members  shall  be  defined  in  the  medical  staff  rules  20 
and  regulations. 

To  avoid  misinterpretation,  symbols  and  abbreviations  may  be  used  in 
the  medical  record  only  when  they  have  been  approved  by  the  medical  staff, 
and  when  there  is  an  explanatory  legend  available  to  those  authorized  to 
make  entries  in  the  medical  record  and  to  those  who  must  interpret  them.  25 
Each  abbreviation  or  symbol  should  have  only  one  meaning. 

In  the  interest  of  accuracy,  legibility,  and  responsibility,  and  when  bud¬ 
getary  and  personnel  availability  permit,  it  is  recommended  that  medical 
record  entries,  when  appropriate,  be  typed.  Special  consideration  should 
be  given  to  the  typing  of  radiology  and  pathology  reports,  operative  re-  .so 
ports,  and  clinical  resumes.  When  transcription  and  filing  of  these  medical 
record  reports  cannot  be  accomplished  in  a  timely  manner,  wrilltm  entries 
pertinent  to  the  continuity  of  the  patient  care  shall  be  recorded. 

Each  clinical  event,  including  the  history  and  physical  examination,  shall 
be  documented  as  soon  as  possible  after  its  occurrence.  Records  of  dis-  35 
charged  patients  shall  be  completed  following  discharge,  within  a  reason¬ 
able  period  of  time  to  be  specified  in  the  medical  staff  rules  and  regulations. 

A  medical  record  shall  ordinarily  be  considered  complete  when  the  re¬ 
quired  contents  are  assembled  and  authenticated,  including  any  required 
clinical  resume  or  final  progress  note;  and  when  all  final  diagnoses  and  40 
any  complications  are  recorded,  without  use  of  symbols  or  abbreviations. 
Completeness  implies  the  transcription  of  any  dictated  record  content  and 
its  insertion  into  the  medical  record.  Hospital  policy  shall  define  when  those 
individuals  charged  with  the  medical  record  committee  function  shall  other¬ 
wise  he  allowed  to  declare  any  medical  record  complete  for  purposes  of  4S 
filing.  No  medical  staff  member  should  be  permitted  to  complete  a  medical 
record  on  a  patient  unfamiliar  to  him  in  order  to  retire  a  record  that  was 
the  responsibility  of  another  staff  member  who  is  deceased  or  unavailable 
permanently  or  pr  tracledly  for  otlier  re4isons.  Any  actions  to  be  taken  by 
the  individual  charg'‘d  with  medical  record  department  responsibility  in  50 
the  event  of  medical  record  deficiencies  or  delinquency  shall  be  defined  in 
hospital  policy  and  the  medical  staff  bylaws.  Substantial  serious  or  sustained 
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medical  record  deficiencies  or  delinquency  may  be  the  basis  for  a  hospital’s 
receiving  less  than  the  maximum  accreditation  status. 


The  medical  record  department  shall  be  provided  with  adequate 
direction,  staffing,  and  facilities  to  perform  all  required  functions. 

A  qualified  medical  record  individual,  responsible  to  the  chief  executive 
officer  or  his  designee,  should  be  employed  on  at  least  a  part-time  basis, 
consonant  with  the  needs  of  the  hospital  and  medical  staff.  This  individual 
shall  be  either  a  registered  record  administrator  or  an  accredited  record 
technician,  based  upon  successful  completion  of  examination  requirements 
of  the  American  Medical  Record  Association.  When  highly  developed  or¬ 
ganizational,  management,  and  departmental  evaluative  skills  are  needed, 
a  registered  record  admini.strator  or  a  person  with  documented  equivalent 
training  and/or  experience  should  be  employed.  When  employment  of  a 
registered  or  accredited  individual  is  impossible,  the  hospital  must  secure 
the  consultative  assistance  of  a  qualified  registered  record  administrator  or 
accredited  record  technician.  The  consultant’s  primary  responsibility  should 
be  to  evaluate  the  ability  and  efficiency  of  the  medical  record  personnel  and 
the  quality  of  the  services  being  provided  by  the  medical  record  department, 
and  to  assist  in  correcting  any  deficiencies  found.  Consultative  assistance 
should  not  be  used  as  a  supplement  to,  or  substitute  for,  the  performance  of 
routine  duties  by  medical  record  department  personnel.  The  consultant 
should  visit  not  less  than  quarterly  and  should  render  written  reports  of  the 
findings  and  recommended  actions  to  the  chief  executive  officer. 

When  a  (]uulified  registered  record  administrator  or  a  qualified  accredited 
record  technician  is  available  only  on  a  consultative  basis,  individuals  who 
are  charged  with  medical  record  supervisory  responsibility,  but  are  not 
registered  or  accredited,  must  demonstrate  their  current  competence.  In 
addition  to  supervisory  ability,  competence  must  be  demonstrated  by  a  work¬ 
ing  knowledge  of  all  medical  record  department  activities,  including  prep¬ 
aration  of  medical  records,  filing  and  record  storage,  indexing,  coding, 
statistical  reporting,  and  security  and  confidentiality  of  records;  by  orienta¬ 
tion,  on-the-job  training,  and  in-service  education  of  medical  record  depart¬ 
ment  personnel;  by  the  application  of  automated  data  processing  to  medical 
records  when  indicated ;  and  by  the  role  of  the  medical  record  department  in 
medical  staff  or  departmental  committee  functions,  such  as  those  related  to 
quality  assessment  activities  and  utilization  review.  Supervisory  personnel 
who  do  not  possess  the  recommended  medical  record  credentials  should  par¬ 
ticipate  at  least  in  an  approved  preparatory  correspondence  course  for 
medical  record  personnel  leading  to  eligibility  for  accredited  status. 

Other  personnel  should  be  employed  as  needed  to  perform  effectively  the 
functions  assigned  to  the  medical  record  department,  including  support  of 
the  overall  hospital  quality  assurance  program. 

Medical  record  personnel  should  be  involved  in  education  programs  re¬ 
lated  to  their  activities,  including  orientation,  on-the-job  training,  and  reg¬ 
ular  in-service  educational  programs.  At  least  supervisory  and  management 
personnel  should  participate  in  outside  workshops,  professional  association 
or  other  organizational  meetings,  and  pertinent  correspondence  courses. 
Educational  achievement  should  be  documented  for  each  individual. 

The  medical  record  department  should  be  provided  with  sufficient  space 
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and  equipment  to  enable  personnel  to  function  in  an  effective  manner  and 
to  maintain  medical  records  on  all  patients  so  that  they  are  easily  accessible. 
Microfilmed  records  must  be  accessible  to  the  medical  staff,  and  equipment 
for  reviewing  them  must  be  convenient  for  use  by  the  medical  staff. 

The  length  of  time  that  medical  records  are  to  be  retained  is  dependent 
upon  the  need  for  their  use  in  continuing  patient  care  and  for  legal,  re¬ 
search,  or  educational  purposes.  Whatever  filing  and  storage  system  is 
used,  it  must  provide  for  easy  retrievability  of  records.  Retrievability  of 
pertinent  information  shall  be  assured  by  the  use  of  an  acceptable  coding 
system  for  disease  and  operation  classifications,  and  by  the  use  of  an  index¬ 
ing  system  to  facilitate  the  acquisition  of  medical  statistical  information.  The 
latest  revision,  or  adaptation  thereof,  of  IrUenuUional  Classification  of  Dis¬ 
eases,  which  includes  an  operative  procedure  classification,  is  recommended. 

Basic  medical  statistical  information  should  be  readily  obtainable  through 
the  medical  record  department,  the  type  and  amount  to  be  determined  by 
hospital  and  medical  staff  needs.  If  the  hospital  participates  in  an  auto¬ 
mated  medical  record  data  processing  system,  the  data  should  be  available 
to  both  the  hospital  and  medical  staffs  for  use  in  quality  assessment  activities. 

The  types  of  data  collected  and  systems  of  collection  within  the  hospital 
require  internal  quality  control  measures  to  assess  the  proficiency  of  per¬ 
sonnel  responsible  for  abstracting  and  coding  medical  record  information. 
Verification  checks  for  accuracy,  consistency,  and  uniformity  of  data  re¬ 
corded  and  coded  for  indexes,  for  statistical  record  systems,  and  for  use  in 
quality  assessment  activities  should  be  a  regular  part  of  the  medical  record 
abstracting  process. 


The  role  of  medical  record  personnel  in  the  overall  hospital  quality 
assurance  program  and  in  committee  functions  shall  be  defined. 

The  degree  of  participation  of  medical  record  personnel  in  quality  assess¬ 
ment  activities  and  in  committee  functions  is  related  to  the  size  of,  and  llic 
services  provided  by,  the  hospital;  the  capabilities  of  the  departmental  per¬ 
sonnel;  and  the  requirements  of  the  professional  staffs. 

The  role  of  medical  record  personnel  in  such  activities  may  include: 

•  supervision  of  data  gathering,  with  documentation  of  the  reliability  of 
data  produced  at  all  levels; 

•  training  of  clerical  personnel  engaged  in  locating  the  most  useful 
sources  of  required  information ; 

•  determination  of  the  incidence  of  relevant  data  requested  for  the  use 
of  committees  and  individuals; 

•  screening  of  medical  records  for  compliance  with  established  criteria 
and  designated  exceptions  or  equivalents,  the  establishment  of  clinical 
criteria  being  a  medical  staff  responsibility; 

•  participation  in  the  selection  and  design  of  forms  used  in  the  medical 
record,  and  in  the  determination  of  the  sequence  and  format  of  the 
contents  of  the  medical  record ; 

•  suggesting  to  the  professional  staffs  methods  of  improving  the  primary 
source  data  that  will  facilitate  its  retrieval,  analysis,  tabulation,  and 
display; 

•  peiforming  ongoing  informational  surveillance  of  practice  indicators 
or  monitors  for  medical  staff  review;  and 
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•  assuring  the  provision  of  a  mechanism  to  protect  the  privacy  of  patients 
and  practitioners  whose  records  are  involved  in  quality  assessment  ac¬ 
tivities. 

When  an  automated  data  processing  system  is  used  for  comparative  study 
s  purposes,  personnel  involved  with  the  above  medical  record  administrative 
functions  shall  be  sufficiently  knowledgeable  about  the  system  to  meet  the 
medical  staff  requirements. 
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MANAGE>ENr  INITIATIVES  TO  IMPROVE  MEDICAL 
RECORD  COMPLETION 


Comnand  legel: 

1.  Annually  set  goals  for  record  delinquency  reduction. 

2.  En^^size  priority  of  good  medical  records  and  follow-ip 
with  additional  resource  cornnitment  if  needed. 

3.  Encourage  positive  incentive  programs  at  the  departmental 
level  and  provide  MTF  recognition  of  accarplishment. 

4.  Keep  medical  staff  informed  of  the  hidden  cost  and  the 
consequences  of  poor  record  keeping. 

Department  Chief; 

1.  Make  esqaectations  known  to  department  members. 

2.  Suspend  admitting  and/or  operating  room  privileges. 

3.  Provide  verbal  recognition  of  accomplishment. 

4.  Take  personal  responsibility  for  quality  of  department  records. 

5.  Require  days  be  added  to  training  program  for  housestaff 
delinquent  records. 

6.  /ppxDint  a  department  member  as  record  educator/cooikiinator. 

7.  Provide  space  in  the  department  for  a  mini -record  room. 

8.  Periodically  schedule  a  chart  completion  day. 

9.  Encourage  staff  to  catch  vp  on  records  v^n  on  call. 

10.  Develop  means  to  exert  peer  pressure  to  improve  record  keeping. 

11.  Work  with  MAAD  and  PAD  to  develop  relevant  management  data 
concerning  record  docunfientation. 

12.  Whatever  the  policy,  enforce  it. 
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Houses caff : 

1.  Set  goal  to  complete  the  record  while  it  is  still  on  the 
patient  unit. 

2.  Schedule  time  more  efficiently. 

3.  Set  a  hitler  priority  for  medical  records. 

4.  Exert  peer  pressure  to  improve  record  keeping. 

5.  Be  considerate  of  otliers  vAio  also  are  involved  in  the  medical 
record  process. 

Patient  Administration  Directorate: 

1.  Conduct  medical  record  orientation  and  follow-i:f)  education 
program  for  medical  staff.  Orientation  should  be  clear  and  to  the  point, 
but  brief.  The  team  approach  needs  to  be  enphasized. 

2.  Set  cp  an  efficient  and  reliable  delinquent  notification 

systen. 

3.  Have  a  deficiency  control  chart  which  is  hi^ily  visible  to  all 
on  patient  unit. 

4.  Improve  turnaround  time  for  contract  transcription. 

5.  Provide  shelving  of  delinquent  records  by  department  or  service. 

6.  Establish  a  formula  for  delinquency  which  takes  into  account 
the  rate  of  patient  turnover  by  department. 

Chief  of  Professional  Services; 

1.  Monitor  record  coipletion  and  report  to  medical  staff. 

2.  Etiphasize  priority  of  good  medical  records  as  an  indicator  of 
good  patient  care. 
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3.  Ensure  that  record  policies  are  enforced. 

4.  Provide  time  management  training  for  physicians. 

5.  Develop  ways  to  create  competition  among  the  departments. 

6.  Set  formal  goals  with  the  PAD  and  MAAD  to  facilitate  lecord 
completion. 

7.  Establish  a  clear,  but  simple  policy. 

8.  Whatever  the  policy,  enforce  it. 


MAAD 

1.  Maintain  control  of  record  location  on  the  patient  floor. 

2.  Work  closely  with  physicians  and  nurses. 

3.  Provide  record  management  activity  with  adequate  space, 
personnel  and  other  resources. 

4.  Poovide  a  quiet  area  on  patient  vmit  for  dictation. 

5.  Provide  unit  managers  with  training  about  medical  records. 

6.  Do  internal  audits  prior  to  JCAH  visits. 

7.  Assist  with  departmental  medical  record  orientation. 

8.  Improve  operating  equipment. 

9.  Practice  public  relations. 

10.  Assign  the  same  group  of  ^RT/T's  to  work  with  the  department. 
Ihis  will  give  more  perscxialized  service  and  improve  cooperation.  Will 
foster  team  concept. 

11.  Arrange  for  dictation  capability  using  phones  in  conference 


rooms. 

12.  Be  responsible  for  ensuring  that  housestaff  are  aware  of  record 


deficiencies  on  patient  unit. 
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13.  Watch  that  dictation  instructions  are  always  available  to 
physicians. 

14.  Work  with  Chief  of  Professional  Services  and  PAD  to  develop 
relevant  management  data  concemiiig  docunentation. 
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